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Bleeding Pseudocyst of the Pancreatic
Head. The role of Omentoplasty
and Local Hemostasis
FRANCESCO STIPA, ADOLFO GAVELLI and CLAUDE HUGUET
Department of Surgery, Princess Grace Hospital, Principality of Monaco
Treatment of bleeding psedoaneurysms and pseudocysts of the pancreas is controversial.
Surgical treatment with pancreatic resection or trancystic arterial ligation is not always
satisfactory since postoperative mortality rate is high, especially for lesions located in the
pancreatic head and rebleeding is not unusual. Two patients with bleeding pseudoaneurysms
(one post traumatic, one spontaneous) and one with a hemorrhagic pseudocyst ofthe pancreatic
head were treated surgically with arterial suture and omentoplasty. Bleeding was controlled in
all, without any postoperative mortality or morbidity. No rebleeding occurred with a follow up
of 33, 26 and 12 months. Trancystic ligation of bleeding vessels with omentoplasty may be
a useful approach, which should be compared to arterial embolization in the future.
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Bleeding into a pancreatic pseudocyst is a rare and
rapidly fatal complication requiring urgent treatment
with arterial embolization or surgical management2.
Hemorrhagemay be confirmed to the pseudocyst or, in
the case of erosion of nearby organs, can appear in the
gastrointestinal tract as hematemesis or melena. Mor-
tality after emergency surgery is high, 33% in a recent
report3.
Pancreatectomy for distal lesions and arterial liga-
tion for proximal lesions, which carry different compli-
cation and mortality rates’, are the standard operative
procedures. Surgical use ofthe greater omentum, utiliz-
ed as a free or pedicled graft, is both protective and
restoratives We report our experience with bleeding
pseudocysts ofthe pancreatic head treated with arterial
suture followed by omentoplasty in 3 patients operated
on during a 2 year period.
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PATIENTS
Case 1 A 50 year-old male with a history of a motor
boat accident 6 months previously, was admitted
with epigastric pain and vomiting bile. At the time
of the accident he had suffered-blunt abdominal
trauma necessitating exploratory laparotomy for
drainage of a pancreatic hematoma. One month later
he was again operated on as on emergency on two
occasions because of bleeding originating from the
superior mesenteric and renal artery. Angiography
demonstrated a small arterial false aneurysm from the
pancreaticoduodenal artery in the proximity of the
suprior mesenteric artery. Ofinterest was a thrombosis
of the hepatic artery,the liver being perfused only by
the superior mesenteric artery through the pancre-
aticoduodenal arteries. This finding contraindicated
arterial embolization.
On admission, examination revealed epigastric ten-
derness without a palpable mass. Laboratory studies
showed: hematocrit 37%, hemoglobin 12.6%g/L,
amylase 236IU/L. Emergency abdominal CT scan
showed a fluid collection of the pancreatic head and,
after injection of contrast, a large pseudoaneurysm
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was detected close to the superior mesenteric artery
(Figure 1A).
On exploratory laparotomy a hard pulsatile mass in
the head of the pancreas was confirmed. The aorta
above the celiac trunk was clamped for 11 minutes and
the aneurysm opened. There were two bleeding orifices
that were sutured with 4-0 polypropylene (Prolene)
stitches. The operation was ended by obliteration of
the cavity with a pedicled graft of the great omentum
fixed several 4-0 polyglactine stitches (Vicryl). The
Figure 1A Preoperative abdominalCT scan, after injection ofcontrast media, showing a pseudocyst of the head ofthe pancreas with a large
pseudoaneurysm close to the superior mesenteric artery.
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Figure 1B Explanatory diagram.: Spleen: L: Liver: Pa: Pancreas; Ao: Aorta: IVC: Inferior vena cava; RK: Right Kidney: LK: Left Kidney:
Ps: Pseudoaneurysm: suppress: SMV: Superior Mesenteric Vessel.OMENTOPLASTY AND LOCAL HEMOSTASIS 125
patient recovered well and was discharged on the 12th
postoperative day. The control CT scan demonstrated
the disappearance of the pseudoaneurysm (Figure 1B).
33 months postoperatively the patient is doing well
without any symptom of pancreatitis or pancreatic
insuffiency. (Figure 1C).
Case 2 A 79 year-old man began to suffer from ano-
rexia followed by vomiting, during the postoperative
course after prostatic resection for adenoma.
He denied alcoholic abuse. No abdominal mass was
palpable.WBC was 17550 cells/mm3, hematocrit 32%,
hemoglobin 10.6 g/L, alkaline phosphate 548 IU/L and
amylase 69 IU/L. An upper gastrointestinal contrast
study showed extrinsic compression of the posterior
wall of the stomach. The CT scan of the abdomen
revealed a 6cm lobulated pseudocyst of the pancreas
filled with contrast media (Figure 2A).
Because his general condition was deteriorating the
patient underwent emergency exploratory laparotomy.
The pancreatic head was deformed by a nonpulsating
round mass compressing the duodenum. The mass was
opened and a large amount ofblod clot was evacuated.
There were two bleeding points which were sutured
with 3-0 polyglactine stitches (Vicryl). The right part of
the greater omentum was prepared as a pedicle graft
and introduced and fixed inside the pseudocyst cavity.
The patient left hospital on the 14th day postoperative-
ly with a satisfactory control CT scan (Figure 2B). At
the last follow up he is well 26 months after. (Figure 2C)
Case 3 A 32-year-old man who was not alcoholic
suffered from recurrent attacks of epigastric pain, he
was treated with anti-H2 drugs which proved ineffec-
tive. Abdominal ultrasonogram revealed an "hepatic
cyst" measuring 7 cm in diameter.
On admission physical examination was character-
ized by a right upper quadrant tender mass and labora-
tory values were in the normal range. An abdominal
CT scan showed a normal liver but a lobulated pancre-
atic cyst, 7 cm in diameter.
The patient underwent exploratory surgery. In the
head of the pancreas there was a non pulsatile mass
extending laterally to the hepatic pedicle, inferiorly
through the transverse mesocolon and displacing pos-
teriorly the duodenum in the lesser sac. The mass was
trapped and blood clots were aspirated. There were
four independent cavities all of them hemorrhagic
without any active bleeding.
Histologic examination did not show any malig-
nancy. The pseudocyst was filled completely with an
appendage of the great omentum. Postoperative
course was uneventful, on the 10th postoperative day
the patient was discharged and he is well 12 months
postoperatively.
Figure 1C Abdominal CT scan on the 12th postoperative day showing the great omentum into pseudocyst of the pancreas with
disappearance of the pseudoaneurysm.126 FRANCESCO STIPA et al.
Figure 2A Preoperative abdominal CT scan showing a lobulated pseudocyst of the pancreatic head filling with contrst media.
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Figure 2B Explanatory diagram: suppress: Ao: Aorta: IVC: Inferior vena cava; RK: Right Kidney: LK: Left Kidney: Ps: Pseudoaneurysm:
SMV: Superior Mesenteric Vessel.
DISCUSSION
Patients with pancreatic pseudocyst have a 10%
chance of bleeding into the gastrointestinal tract, into
the peritoneum or into the pseudocyst itself 6’7
Hemorrhage results from enzymatic erosion of
parietal vessels and adjacent visceral organs in the
presence of necrosis or sepsis. Bleeding is usually rapid
and requires a prompt intervention, but when it is
confined to the pancreas symptoms are vague a non-
specific, leading to a delay in diagnosis.
Two of our patients were operated on in an emerg-
ency as their bleeding was active, while the third pres-
ented a symptoms which were, at first, underevaluated.OMENTOPLASTY AND LOCAL HEMOSTASIS 127
Figure 2C Abdominal CT scan on the 14th post operative day showing the great omentum into pseudocyst of the pancreas.
Diagnosis can be established with echo-doppler
8 and
CT scan. Burke et al. reported the CT scan appearen-
ces of false aneurysms of the pancreas. Findings con-
sisted of enhancing masses within or adjacent a
non-enhancing pseudocyst9.
Our patients were all studied by means of a CT
scan which easily demonstrated the bleeding process.
Doppler imaging which was not used in this series
would certainly contribute to the diagnosis in the
future. Angiography may be useful in determining
the bleeding vessel and in providing embolization.
Arterial embolization should be attemped whenever
possible in stable patients. Huizinga successfully
treated 4 patients with gelfoam embolization 1. In a
10-year experience 19 patients with pancreatic arterial
aneurysms were treated with embolization with 79%
success rate1. Once hemostasis is achieved, large
pseudocysts may require either surgical or per-
cutaneous drainage, mainly to avoid the risk of in-
fection 11.
The question is whether surgery for hemorhagic
pancreatic pseudocyst is still indicated. Two recent
reports recommended surgical treatment. In a series of
17 patients reported by E1 Hamel and co-workers, two
thirds of the patients underwent pancreatic resection,
the remaining had a transcystic arterial ligation with
external or internal drainage of the pseudocyst 3. Post-
operative mortality was as high as 20% after pancre-
atic resection. Bresler’s series of 10 patients was charac-
terized by 10% mortality rate. Five patients have their
bleeding vessel ligated and the psedocyst drained while
the remaining patients and the pancreas resected with
the same 20% mortality2.
The three patients of the present series had the pseu-
docysts localized in the pancreatic head. Arterial su-
ture was followed by omentoplasty without drainage.
The omentum is usually used intact by fixing one
side of the extremity in the cystic cavity with interrup-
ted sutures. In other instances, such as large cavities or
in case of short omentum, a pedicled omental graft can
be obtained.
The omental vascularity, composed of branches of
the right and left gastro-epiploic arteries, has to be
respected. Methods to increase the length of the omen-
tum have been described by Das 12.
Pseudocysts and pseudoaneurysms are the result of
enzymatic autodigestion of pancreatic parenchyma
and vessel wall. The omentoplasty which obliterates
the pseudocyst space may absorb pancreatic juice
and/or blood. This could reduce the risk of fistula and
rebleeding observed after transcystic ligature of bleed-
ing vessels and external drainage3’’. One criterion for
success of omentoplasty for pancreatic pseudocysts is
the integrity of the main pancreatic ducts which could
be assessed by preoperative endoscopic retrograde
cholangio-pancreatography which was not used in our
cases because of the emergency.
This conservative surgical approach of bleeding
pseudoaneurysms and pseudocysts of the pancreatic
head is to be recommended and preferred to Whipple
resection which carries a high mortality rate under
emergency conditions.128 FRANCESCO STIPA et al.
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